failed: this was before I practised oesophagoscopy. As the man's condition was so bad, gastrostomy was performed. The moment he recovered from the anesthetic in the ward he said to the sister: " May I have a drink?" She said: " But you can't swallow anything." He replied: " Yes, the obstruction is relieved." He was given water to drink, and it was found that he could swallow it perfectly. It was decided not to remove his tube as he was in such a bad pondition, but that it should not be used. He was sent to the Swanley convalescent home, where he developed pneumonia. He was, therefore, re-transferred to St. Bartholomew's, and he died some time afterwards. The postmortem examination showed that, apart from slight dilatation of the aesophagus, there was no hypertrophy in any part of its course.
Mr. W. HOWARTH.
It is very difficult in these cases to make out, by oesophagoscopic examination, where the obstruction really lies, whether it is at the hiatal level or a little below. Again, though I have looked at many dozens of skiagrams, I find the same difficulty in locating the obstruction exactly. I cannot see any particular. reason for seeking an extracesophageal cause for this obstruction, and I am content to believe that it may lie in the wall of the oesophagus itself. What may cause the inhibition of the relaxation that normally precedes the peristaltic wave one is not prepared to say, but we know that variation in the acidity, or in the chemical composition of the. stomach content can in some way produce this. I can recall two cases in which the cesophagus was distinctly dilated and held more than a pint of fluid, but in which I could find no obstruction whatever above the diaphragm, and the cesophagoscope passed easily into the stomach. I had the abdomen opened at the same time, and just below the diaphragm in the wall of the abdominal cesophagus was a small carcinoma: it was not in the lumen of the gullet, and was not causing obstruction, but the irritation set up in the neuro-muscular mechanism evidently sufficed to produce excessive dilatation of the gullet above. Dr. Hill's theory may be a good one, but it does not appeal to me. I am very interested in Dr. Brown Kefly's views with regard to hyperoesthesia as normally the lower end of the aesophagus is singularly insensitive.
